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. Planning G oups

Many people contributed to this working chapter of the Rhode Island Asthma
Control Plan. The contri butors worked together in several planning groups,
as follows:

The Primary Care Physician Advisory Cormittee (2 planning sessions): An
i ndependent body established to advise the Director of Health on al
essential issues pertaining to primary health care in Rhode Island.

Specialty Care (2 planning sessions): An ad hoc group of respiratory
t her api sts, pul nonol ogists, and allergists convened for planning by the
Ast hma Control Program

Managed Care (3 planning sessions): An ad hoc group of representatives from
the three major health plans in Rhode Island (Blue Cross/Blue Shield, United
Heal th Care of New Engl and, and Nei ghborhood Health Pl an of Rhode I|sl and) and
from Rhode |sland Quality Partners.

Partici pants at the June 9, 2000 Asthma Summit (1 conference workshop): 119
peopl e attending the first Rhode Island Asthma Sumrit on June 9, 2000
critiqued sone of the ideas devel oped by the three preceding groups, adding

i deas of their own for the devel opnent of this chapter. Participants included
physi ci ans, nurses, respiratory therapists, social workers, pharnacists,
public health officials, school officials, representatives of comunity
organi zations, and other interested parties. The Rhode Island Departnent of
Heal th and the Anmerican Lung Association of Rhode Island organi zed the June
9th Asthma Summit with volunteers from many organi zati ons throughout Rhode

I sl and.

Physi ci an Focus Groups: The Asthma Control Program in collaboration with
United Health Care of New England (“UHCNE"), is holding a series of physician
focus groups to address issues of asthma managenent fromthe physician’s
perspective. The groups are assenbl ed according to physician specialty, as
foll ows:

pediatrics and fanm |y practice: (one group hel d)
pul monary medi ci ne and al |l ergy/i mmunol ogy: (one group hel d)
general internal nedicine: (one group hel d)
emer gency nedi ci ne: (one group pl anned)

All participating physicians are United Health Care of New Engl and nedica
providers. Fromsix to eight physicians participate in each group. Menbership
in the focus groups after the fact (in tapes, transcripts, and sunmary
reports) is anonynous.

Pati ent Focus Groups: Simlarly, the Asthma Control Program in collaboration
with United Health Care of New England, is holding a series of patient focus
groups to address issues of asthma managenent fromthe patient’s perspective.
Bet ween four and six focus groups are planned. Fromsix to eight patients
will participate in each group. Menbership in the focus groups after the fact
(in tapes, transcripts, and sunmary reports) is anonynous.

Partici pants at the Septenber 22, 2000 Asthma Sunmit (1 conference workshop):
116 participants at the second Rhode |sland Asthnma Sumrit on Septenber 22,
2000 have critiqued this chapter, suggesting nodifications. Participants




represented a broad range of professions and organizations interested in
reduci ng the burden of asthma in Rhode Island. The Rhode I|sland Departnent of
Heal th and the American Lung Association of Rhode Island organized the
Septenber 22nd Asthma Summit with volunteers from many organi zations

t hr oughout Rhode | sl and.

The nenbership of each of the groups |isted above (except for those whose
anonymity has been assured) is included in Section VIII of this chapter

1. Coordination

The planning effort that resulted in this chapter has been coordinated
with a nunber of asthnma control efforts in Rhode I|Island, New England, and the
country as a whol e:

Medi ci ne and Health / Rhode Island: In 1999, many | ocal experts shared their
t houghts on asthna control by contributing to a special CME issue of Medicine
and Health / Rhode Island, Rhode Island' s journal of medicine and public
health practice. This effort was the result of a collaboration between the
Rhode 1Island Medical Society and the Rhode |sland Public Health Association
wi th financial support fromthe American Public Health Association, the

Ameri can Medi cal Association, and the Robert Wod Johnson Foundation. The CME
i ssue on asthma, published in July 1999, was co-edited by Charles Shernman

MD, MPH, Associ ate Professor, Brown University School of Medicine, and
Patricia Nolan, MD, MPH, Director of Health. Articles fromthe CME i ssue were
used as an introduction to the planning sessions described in Part | of this
chapter.

The Managed Care and Public Health Col |l aborative of New Engl and: This group
brings together the Health Comm ssioners/Directors of the New England states
with representatives of the major health plans in the region to explore

col | aborations between public health and managed care. One of four sets of
recommendati ons rel eased by the group in June, 2000 focuses on the nanagenent
of pediatric asthma, and has been studi ed and di scussed by public health

of ficials and managed care | eaders in Rhode Island, to assure conformty

bet ween New Engl and and Rhode |sland plans for asthma control

The Providence Pediatric Asthma Coalition: This coalition of comunity

organi zati ons was founded to reduce the burden of asthma on children in the
City of Providence, Rhode Island, with special enphasis on inner city
children fromlowincone famlies. The Rhode Island Departnment of Health, the
Anerican Lung Associ ation of Rhode Island, nmmjor health plans, and ngjor
health care agencies are all represented in the group. Presently, the
coalition is focussing on the Providence Public Schools as a mmjor channe

for asthma education and control anmong the city’s children and their parents.
Strong ties between the coalition’s work and the statew de asthma contro

pl anni ng process will assure consistency and augnentati on between the two.

Heal t hy Peopl e 2010: This national planning effort has devel oped ten-year
public health goals for the United States. Goals fromits chapter on asthma
are consistent with the reconmendations for asthma control devel oped i n Rhode
I sl and, New Engl and, and the City of Providence. To assure coordination

bet ween asthma control efforts in Rhode |Island and the nation as a whole, the
Heal t hy Peopl e 2010 goals for asthma are proposed as ten-year goals for
asthma control in Rhode Island.




[11. Brief Synopsis of Asthnma Managenent

Managi ng asthma is conplex. Asthma triggers abound, the control of
asthma conmonly requires long-term (controller) and short-term (rescue)
medi cation, and the delivery of nedication (usually inhaled) requires the use
of devices such as inhalers, spacers, and peak-flow neters. To be used
effectively, asthma nedi cations nust be used at the right tinmes and in
varyi ng amounts, depending on the patient’s inmedi ate need. To know what to
do and when to do it usually requires a witten asthma action plan, with
conti ngenci es governing the use of mnedication and back up from physicians and
energency departnents. Al of this nust be managed by the patient in a world
that is not asthma-friendly. People in the patient’s immedi ate support group
may not understand asthma, its causes, or its managenent, and probably harbor
common ni sunder st andi ngs about the condition — that people with asthm shoul d
not exercise, that the origin of asthma is entirely psychol ogical (therefore
suspect), that asthmatics are “winps.” Finally, asthma triggers tend to be
much nore severe in places where | owinconme people live, |learn, work, and
pl ay, placing a disproportionate asthma burden on the very people who are
|l east likely to have the financial resources to cope with it, and creating
racial and ethnic disparities in disease burden.

The stakes are high for individuals. Wen asthma is poorly nmanaged,
patients are at risk of activity limtation (sonmetines extrene), socia
ostraci sm (especially anong children and teens), severe asthm attacks
(requiring enmergency departnment visits and hospitalizations), even death.

The stakes are high for our state. Based on national statistics
regardi ng the preval ence of asthma, an estimated five-percent of the state's
popul ati on has asthma, and the preval ence is increasing for reasons unknown.
Anmong families of |owincone, the preval ence of asthna may be doubl e or
triple that of the population as a whole. Children are hardest hit. Because
of their social status, children are least |likely of all people to be able to
control their physical and social environments. Poorly nanaged asthma takes
its toll on schooling, productivity, and health care costs.

To reduce the incidence and severity of asthma and its consequences in
our society will not be easy. To do so, we nust reduce exposure to asthma
triggers, assure access to health care (primary and specialty care), and
support patients and their famlies as they attenpt to manage triggers,
nmedi cati ons, devices, nedical care, |ifestyle, and w despread societa
i gnorance. Probl ens abound. We nmust work closely with one another to overcone
t hem

V. Problens Identified by the Planni ng G oups

Many patients do not get adequate education and support. As a result,
they do not avoid triggers optimally, and do not use nedications, devices,
and the health care system properly. They experience unnecessary exacerbation
of asthma, leading to avoidable lintations of activity, enmergency departnment
visits, and hospitalizations. Long-term exacerbation of asthma may eventual ly
lead to irreversible airway changes, and greater difficulty in managing the
condition. Most asthma patients receive health care in primary health care
settings. Although primary care providers understand asthma, its causes,
consequences, and managenent, they face many problenms in hel ping patients
manage asthma in their daily |lives, as enunerated bel ow



Primary care providers find current practice guidelines too
conplex to integrate easily into the daily practice of nedicine.
For exanple, the 1997 guidelines published by the National Heart,
Lung, and Blood Institute (NHLBI) is 142 pages |ong. Mst primry
care providers are famliar with the overall gist of the

gui delines, but not with many of its details. They find it
virtually inmpossible to conformto the guidelines, despite

wi despread respect for the docunent as a framework within which
to work. Thus, it is generally acknow edged that controller

medi cati on, devices such as spacers and peak flow neters, and
written asthma action plans (for the use of patients in the daily
managenment of asthma) are underutilized by national standards.

Many people with asthma have not been di agnosed with asthma

Sone people do not accept the diagnosis of asthma for thensel ves
or for their children, especially those who snoke

Sonme people with asthma, especially those with severe asthmm,
woul d benefit fromearlier referral to asthma specialists
(although in the recent past, nore people have been referred to
specialists early in the course of disease).

Primary care providers have little tine to educate patients
during office visits, and less tinme to answer the nmany questions
whi ch patients may have as they attenpt to nmanage asthma in their
daily lives. The health care comunity as a whol e recogni zes the
i mpossibility of fully educating patients during office visits to
busy primary care providers. This is a system probl em experienced
by providers and patients, alike. It is not a problem caused by
provi ders or patients. However, opportunities for patient
education, especially in the waiting roons of primary care
providers, are |ost.

Pati ent education is conplicated by |ack of a commpn ast hna
vocabul ary anmong heal th plans, community organizations, and
public health agencies. This causes confusion anong patients,
which, in turn, wastes valuable (and scarce) educationa
resources.

Pati ent education is also conplicated by patients’ |anguage,
literacy, and and conputational skills, requiring repetition and
rei nforcenent of sinple educational nessages over tine.

Primary care providers cannot keep track of patients’ needs for
followup care. Generally, primary care practices do not have
systems to track patient visits or nedication use. As a result,
patients as a rule see primary care providers too infrequently
for optimal asthma managenent, and val uabl e indicators of the
adequacy of asthma managenent, which mght flag problens as they
devel op, are unusabl e.

Each health plan has its own gui dance, fornulary, and

rei mbursenent plan for asthma managenent. Although the plans may
be quite simlar in their approach to asthnma managenent, primary
care providers find it difficult to keep up with the specifics of
each plan, and perceive the whole as conpl ex and inconsistent.



J. Primary care providers encounter barriers to the provision of
ast hma-rel ated equi pnent to patients. Providers have descri bed
situations in which coverage for equi pnent has been all owed too
late to prevent energency departnment visits for asthma. The
comruni cati on between providers and health plans regardi ng the
need for equi pnent and its use i s poor

K. Primary care providers have not found a sinple and consistent way
to comuni cate with school nurse teachers and other schoo
of ficials about the needs of their pediatric asthnma patients.

L. Peopl e who are uninsured frequently get primary care from urgent
care centers and energency departnents, where they receive
uncoor di nated, ad hoc, episodic care

V. Recommendati ons of the Planni ng G oups

Recommendati ons of the planning groups converged on inproving asthm
managenent by better equi ppi ng and supporting patients and their primry care
provi ders. Patients need proper education, medication, equipnment, and ongoing
support. Primary care providers need sinplified guidelines, sinple and
coordi nated educati onal nessages for patients, help in tracking patients, and
f eedback on patient care. Mdst of the help for patients and providers, alike,
nmust cone from public health and community organi zations, health plans, and
school s.

A. Public Health and Community Organi zations

1. Serve as a convener and catalyst for the collaboration of
health plans on asthma control projects.

2. Coordi nate the asthma control nessages given to people with
asthma by primary care providers, major health plans, the
Rhode |sl and Departnent of Health, schools, and other
comunity organi zati ons.

Col | aboratively select the nost inportant asthma
control nessages.

Encour age consi stency in messages.

Devel op nessages to hel p peopl e who have not been
di agnosed wi th asthma recogni ze the synptons of
ast hma

Ensure all asthma education materials foll ow NHLB
gui delines, updated to reflect the use of new
nedi cati ons.

Ensure that all asthma education materials are
written for people of lowliteracy, in a nunber of
comon | anguages, and in a way which is culturally
conpet ent.




Devel op an asthma control web site containing:

Ast hma educati on nessages and materials for asthnma
pati ents devel oped in collaboration with major health
pl ans

Sinplified treatnent guidelines for primry care
physici ans, as devel oped in coll aboration w th major
heal t h pl ans

Up-to-date, credible links to the asthma literature
for physicians

Noti ces of events of interest to asthma patients and
physi ci ans

Mul ti-lingual information

Promote the web site with an integrated nedi a canpaign.

Devel op a 1-800-tel ephone hotline (receiving calls in
at | east two | anguages - English and Spani sh — when
it is first fielded).

Devel op printed materials for distribution to
patients in hospitals, physicians’ offices, and
phar nmaci es.

Recruit Rhode |sland athletes to hel p communicate
ast hma nessages to the public.

Coordi nate the nedi a canpaign with tobacco contro
nmedi a canpai gns i n Rhode |sland

Sponsor primary care provider education for asthma care in
col l aboration with maj or health plans.

Focus on existing gatherings of physicians.
Coordinate with existing activities.
Sponsor a wi dely advertised annual asthma summit to convene

all asthma control professionals in Rhode Island with the
follow ng foci

Revi ew progress in Rhode Island toward the
achi evenent of Healthy People 2010 goals for asthna.

Identify current barriers to effective asthm
managenment in Rhode | sl and.

Revi ew successful approaches to patient education and
support.



Expl ore the certification of asthma educators in Rhode
Island prior to the adoption of a national certification
program

Fol | ow devel opments in other states and nationally.

Explore the role of pharmacists in the education and
support of asthnmm patients.

Work with the University of Rhode I|Island and pharmacy
associ ations in Rhode Island.

Create a brief brochure for distribution in
pharmaci es that contain standard asthnma contro
nessages for Rhode |sl and.

Devel op an asthma surveillance systemin collaboration with
maj or health plans that nmeasures progress toward Heal t hy
Peopl e 2010 objectives for asthma and infornms decisions in
the health care system

Est abl i sh an asthma surveillance consortiumwth
Maj or health plans and other interested parties.

Perform regul ar surveillance of asthma using
st at ewi de surveys, hospital discharge data, and vita
records.

Publ i sh surveillance reports on the web site, and
present surveillance reports at the annual asthma
summt.

I ncl ude an annual asthma report card neasuring
progress toward Heal thy People 2010 objectives for
ast hma.

Share non-confidential surveillance data with Mjor
health plans to help inform policy decisions.

Expl ore the use of Kids Net (a pediatric health

i nformation registry maintai ned by the Rhode |sland
Department of Health) to record the presence or
absence of asthma di agnosis.

B. Heal t h P ans

1

Adopt and pronote the use of a standardi zed asthma practice
gui del ine by major health plans in Rhode Island (based on
NHLBI recommendati ons). The guideline should be witten in
two distinct sections: adult and pediatric, and nust be
revised regularly to keep up with current devel opnents in
the field.




Coordi nate the distribution of a standardi zed asthma
practice guideline to all primary care providers,
asthma specialists, and other professionals working
on asthnma control in the State.

Wite a user friendly, short summary of the practice
guidelines to be included in the distribution of
gui del i nes.

Col | aboratively design and pronote the use of a
conmon ast hma action plan.

Publ i sh a common fornul ary of approved asthma drugs across
maj or health plans in Rhode Island to avoid discontinuities
when patients change health plans, and to hel p providers
prescri be drugs that are reinbursable

Coordi nate the asthma control nessages given to people with
asthma by primary care providers, mgjor health plans, the
Rhode 1sl and Departnent of Health, schools, and other
comrmuni ty organi zati ons.

Col | aboratively select the nost inportant asthma
control nessages.

Encour age consi stency in messages.

Ensure all asthma education materials foll ow NHLB
gui del i nes.

Provi de feedback to primary care providers and specialists
about their adherence to standardi zed asthnma practice
gui del i nes.

Maj or health plans, in collaboration with primry
care providers in Rhode Island, will establish

statewi de asthma quality indicators that neasure
provi der adherence to asthma practice guidelines.

Maj or health plans will provide feedback to providers
on their adherence to asthma practice guidelines.

Maj or health plans will investigate the possibility
of aggregating health plan asthma data by an

i ndependent third party to facilitate nore conplete
performance neasurenent to providers.

Maj or health plans will pronote non-financia
incentives to recognize high perform ng providers
within their own plans.

Establ i sh stronger conmunication |inkages between health
pl ans and energency departnents. Health plans should share
i nformati on about energency departnent visits with primary
care providers as soon after visits as possible
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6. Share asthma case managenent informati on when menbers
change heal th pl ans.

Devel op a nechani sm for menbers with asthma to give
perm ssion for the transfer of case nmanagenent
information fromthe old plan to the new pl an.
Protect the confidentiality of this informtion.

Educate nmenbers with asthna about the process to
follow to transfer nmedical information when sw tching
heal t hcare providers.

7. Hol d di scussi ons about the general outlines of benefit
structures that optinize the managenent of asthma

Encourage mmj or health plans to exam ne benefits
structure for barriers and facilitators to effective
and efficient asthma treatnment.

Learn about best practices for asthma benefit
structures from published studies.

Participate in annual asthma summt sponsored by the
Ameri can Lung Associ ati on and the Rhode Isl and
Department of Health.

8. Expl ore the possibility of major health plans pooling
sel ected asthma data for statew de asthma surveillance for
the Rhode Island Departnment of Health. Consider using an
i ndependent 3rd party to receive and aggregate data.

C. School s

Recommendati ons for schools are covered in a separate chapter
"Managi ng Ast hma: the School System™

VI. Healthy People 2010 Qojectives for Asthma

As stated above, this national planning effort has devel oped ten-year
public health goals for the United States. Goals fromits chapter on asthma
are consistent with the reconmendati ons for asthma control devel oped i n Rhode
I sl and, New Engl and, and the City of Providence. To assure coordi nation
bet ween asthma control efforts in Rhode Island and the nation as a whole, the
Heal t hy Peopl e 2010 goals for asthma are proposed as ten-year goals for
asthma control in Rhode Island. The original nunbering of Healthy People 2010
goal s for asthma has been retained to facilitate conparisons between Rhode
I sl and, other states, and the nation as a whol e:

24-1. Reduce asthma deat hs.
24-2. Reduce hospitalizations for asthma.

24-3. Reduce hospital energency departnent visits for asthnma.
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24-4. Reduce activity linitations.

24-5. (Devel opnmental) Reduce the nunmber of school or workdays m ssed by
persons with asthma due to asthm

24-6. Increase the proportion of persons with asthma who receive form
pati ent education, including information about community and
sel f-hel p resources, as an essential part of the managenent of
their condition.

24-7. (Devel opnental) Increase the proportion of persons with asthna
who receive appropriate asthma care according to the NAEPP
Gui del i nes.

24-8. (Devel opnental) Establish in at | east 15 States a surveillance
system for tracking asthma death, disability, inpact of
occupational and environnental factors on asthmm, access to
nmedi cal care, and asthma managenent.

Add: Increase the proportion of persons with asthm who sel f-nmanage
asthma effectively. [ldentify and use valid and reliable nmeasures
of effective self-managenent. ]

Add: Increase the coordination of asthma care anbng energency
departnents, primary care providers, asthm specialists, and
heal t h pl ans.

VI1. Next Steps

Two next steps have been suggested: A/ to create a fully organized
Ast hma Prof essi onal Advisory Conmittee for devel opi ng the recommendati ons of
the planning groups, and B/ to build a fully operational surveillance system
to support all mmjor asthma control activities in Rhode Island.

A Devel op and support the Asthma Professional Advisory Conmittee
(APAC) as an advisory body to the statew de asthma contro
program Build APAC by expandi ng the Asthma Summit G oup, a
committee of volunteer asthma control professionals based at the
Anerican Lung Associ ati on of Rhode Island. The Asthnma Sunmit
Group has served as a steering comrittee for the asthma contro
pl anni ng process thus far.

Menber shi p: Representatives of the Rhode |sland Departnent
of Health, the Anerican Lung Associ ation of Rhode Island,
maj or health plans, primary care providers (including
physicians, nurse practitioners, physician's assistants,
and nurses in various capacities), specialty care

provi ders, respiratory therapists, pharmacists, schoo
nurse teachers, hospitals, and other interested

organi zati ons and professionals. Al committees and task
forces should be nulti-disciplinary.

M ssi on

APAC wi || ronitor the burden of asthma in Rhode Island,
devel op policies at the state and local |evels to reduce




t hat burden, and pronote those policies at the state and
| ocal Ievel.

APAC wi || nonitor and pronote the coordination of asthna-
related public and professional education in Rhode Island
and New Engl and.

APAC wi || oversee the devel opnent and mai nt enance of an
i ntegrated asthna-rel ated nedi a canpai gn i n Rhode |sl and,
including a user-friendly web site for the public.

APAC wi || plan and convene an annual asthma summit for
asthma control professionals and asthnma patients.

APAC wi | | appoint sub-committees to discharge ongoing
responsibilities for the conmttee.

APAC wi | | appoint task forces to undertake short-term and
| ong-term projects and to study issues of potentia
i nportance for the control of asthma in Rhode Island.

Staffing: APAC will be supported primarily by staff of the
Rhode Island Ast hnma Control Program based at the Rhode

I sl and Departnment of Health, supported by staff of the
American Lung Associ ati on of Rhode Isl and.

Subcomm tt ees:

v Publ i ¢ Educati on

M ssi on: Devel op and nmmintain an integrated
asthma-rel at ed nmedi a canpai gn i n Rhode
Island, including a public-friendly web
site.

Devel op a common vocabul ary for asthma
pati ent education in Rhode Island.

Devel op common nessages for asthma
pati ent education in Rhode Island.

Devel op speci al nessage packagi ng for
sel ect ed popul ati ons, including recent
i mm grants, the elderly, comunities of
col or, and the honel ess.

Moni tor ast hna educati on resources
t hroughout the state and nation

Dur ati on: Ongoi ng

Product : Ongoi ng nedi a canpai gn and web site



Pr of essi ona
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Educati on and Support

M ssi on

Dur ati on:

Pr oduct :

Annual Sunmi

Devel op and mei ntai n ongoi ng ast hma-

rel ated professional education and
support prograns, including an integrated
professional -friendly web site.

Ongoi ng

Ongoi ng, high-quality presence in al

rel evant professional education channels
i n Rhode Island, policies that support

t he provision of high-quality nedica
care to asthma patients, and web site

t

M ssi on

Dur ati on

Pr oduct :

Pl an and convene an annual asthma sunmit
for asthma control professionals and
asthma patients.

Ongoi ng

Annual asthma summits

Access to Asthma Care

M ssi on

Dur ati on

Pr oduct :

Task Forces:

v

Gui del i nes

Aegi s:

M ssi on

Monitor health care issues for people of
| ow i ncome with asthm, including those
who are elderly, those whose health

i nsurance is Medicaid, those who are

uni nsured, and those who are honel ess.

Advocate for these groups

Ongoi ng

Annual report at asthma sunmits

APAC Sub-committee on Professiona
Educati on and Support

Wite a user-friendly, short summary of
the NHLBI practice guidelines for the
managenent of asthnm.

Devel op a standard asthma action plan for
use throughout Rhode I sl and.

Devel op a plan to distribute the standard
ast hma action plan throughout Rhode
I sl and.




Dur ati on:

Pr oduct :

Ti el i ne:

Data Shari ng

Aegi s:

M ssi on

Dur ati on:
Pr oduct :

Ti mel i ne:

Phar maci st s

Aegi s:

M ssi on
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Plan a system for summarizing asthma
patient care information from naj or
health plans for individual providers,
using variables relevant to the sunmary
gui del i nes.

Di scuss the general outlines of benefit
structures that optim ze the nanagenent
of asthma.

One year

Short summary of the NHLBI practice
gui delines for the managenent of asthmm,
i ncludi ng a standard asthma action pl an

Draft report to APAC Sub-Cmte 7/2001
Draft aired at annual summt, 9/2001
Final report to APAC 11/2001

APAC

Expl ore the use of health plan data for
ast hma surveill ance

Expl ore data sharing anmong maj or health
plans to avoid discontinuities in care
when patients transfer fromone plan to
anot her .

One year
Report to APAC.
Draft report to APAC 7/2001

Draft aired at annual summt, 9/2001
Fi nal report to APAC 11/2001

APAC Sub-committee on Professiona
Educati on and Support

Study the role of pharmacists in the
education and support of asthma patients.

Addr ess issues inherent in pharmacy-based
pati ent education, including privacy and
avail able tine.

Study the use of Internet |inkages at
pharnmaci es to help patients access the
public asthma web site.




Dur ati on: One year

Product : Report to APAC

Ti nel i ne: Draft report to APAC Sub-Cmte 7/2001
Draft aired at annual summit, 9/2001

Final report to APAC 11/2001

v Certified Asthma Educators

Aegi s: APAC Sub-conmittee on Professiona
Educati on and Support

M ssi on: Assess the nerits of certification for
ast hma educators.

Study the possibility of reinbursenent
for patient education.

Dur at i on: One year
Product : Report to APAC

Ti mel i ne: Draft report to APAC Sub-Cnte 7/2001
Draft aired at annual summit, 9/2001
Final report to APAC 11/2001

Build an effective asthma surveillance system based at the Rhode
I sl and Departnment of Health, but run in collaboration with the
Ameri can Lung Associ ation of Rhode Island and najor health plans,
wi t h gui dance from APAC and the Centers for Disease Control and
Prevention. The asthma surveillance system shoul d be capabl e of
measuri ng Heal thy People 2010 goals, as well as policy objectives
devel oped by APAC for the Rhode Island Asthma Control Program



VI, Menbership of the Planning G oups

Primary Care Physician Advisory Commttee

David Carter, M
(Rl Medi cal Society)

Anthony L. Cirillo, M
(Rl ACEP)

Col | een Cleary, M
(Rl Medi cal Society)

Russel | Corcoran, M
(Rl ACP)

M chael Fine, MD, Chair
(Private Practice)

El | en Gurney, M
(Conmunity Health Ctrs)

Scott R Hanson, MD
(Rl Medi cal Society)

Jenni fer Hosmer, MD
(ACOG)

Vi ncent Hunt, MD
(Hospi tal - Based)

Martin Kerzer, DO
( Rl SOPS)

Victor Lerish, M
( AAP)

Janmes E. Monti, Jr.,
(Private Practice)

Donya Powers, NMD
( AFPRI)

Ri chard Smith, M
(Private Practice)

Patrick Sweeney, M
(ACOG)

I van Wl f son, MD
(Travelers' Aid)

MD
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Si dney Braman, MD
(Rl Hospital)

Peter Karczmar, MD
(Private Practice)

Anni e Par ker, M
(Menorial Hospital of RI)

Charl es Sherman, MD
(Private Practice)

Eli za Beringhause, RRT
Karen Carlton

Lorri Charpentier

Teri Cicero

Mar k Cooper, RRT

Jodys Ann Cowdi n

Li nda Dangel o

Angel a Gasparri

Cat heri ne Kernpe

Cheryl LaFreniere

Jayne Matoi an, RRT

Ell en Perz

Mar k Scanl on

Laur een Sheehan
Kat hy Short

James Smart, RRT
Susan Venezia, RRT
Deborah Wal sh, RRT
Jeanne D Agosti no,

Crystal M RRT

CRT
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Br enda Buden
(Blue Chip / Blue Cross Blue

Paul Davis, MPH
(Blue Chip / Blue Cross Blue

Julie Johns
(Blue Chip / Blue Cross Blue

Tony Shol a
(Blue Chip / Blue Cross Blue

Yvette St. Jean
(Blue Chip / Blue Cross Blue

Susan W en- Gebhar dt
(Blue Chip / Blue Cross Blue

Dal e Rogoff Greer, RN, MPH
( Nei ghbor hood Heal th Pl an of

Shi el d)

Shi el d)

Shi el d)

Shi el d)

Shi el d)

Shi el d)

RI)

Renee Rulin, MD, MPH
(Nei ghbor hood Health Plan of RI)

Sharon Marable, MD, MPH
(Rl Departnment of Health)

Bar bara Casey, MPH
(R Quality Partners)

Ed Westrick, M
(Rl Quality Partners)

Jeanne Ehnmann, RN, MS
(United Health Care of NE)

Mel i ssa Ni ckel
(United Health Care of NE)

Deborah O Connel |
(United Health Care of NE)




